The development of craniofacial distraction techniques represents a significant advancement in the management of craniofacial dysplasias. For distraction of the midface after Le Fort III osteotomy, two levels of anchorage to the moving segments are necessary. In this report, the authors connected the distraction forces directly to the infraorbital rims, using a surgical wire for superior anchorage. They performed this technique in four patients with craniofacial dysplasia for the management of severe maxillary hypoplasia using RED II system. This configuration not only simplified the placement of the system but also made the removal of the device much easier. The authors did not have any problems with the wire traction unit, such as wire breakdown or bony tunnel disruption. It is a cheap, simple, and effective configuration that can be easily performed without any complication.
D
istraction osteogenesis has become an alternative technique for management of craniofacial dysplasias. The success of the halo distraction for management of severe maxillary hypoplasia associated with cleft palate patients has led to the application of this device to manage many more complex craniofacial anomalies. [1] [2] [3] [4] [5] [6] [7] [8] [9] With the introduction of an external, adjustable, rigid distraction device (RED II System, KLS Martin L.P., Tuttlingen, Germany), the craniofacial surgeon has the flexibility to treat patients requiring Le Fort II, III, or monoblock advancements. To provide control of the Le Fort III or monoblock segment during advancement and to adjust the vectors of distraction, two levels of anchorage to the moving segments are necessary. Two traction hooks anchored to an intraoral orthodontic splint provide the inferior anchorage for the advancement. The superior one is connected to specially designed plates over the infraorbital rims for Le Fort III osteotomy or over the supraorbital rims for monoblock advancement. This procedure requires a second operation for removal of the plates.
We modified this system with direct wiring of the distraction unit to the infraorbital rims using surgical wire passed through a hole. Deleting the fixation plates not only simplified the placement of the system but also made the removal of the device much easier.
MATERIALS AND METHOD

F
our patients with severe midface hypoplasia were treated with maxillary distraction osteogenesis utilizing the RED II system. Midface hypoplasia was related to Crouzon syndrome in three patients and Apert syndrome in one patient. The patients' ages at surgery ranged from 5.2 years to 12 years. Le Fort III procedure was performed in all four patients.
Technique
Intraoral orthodontic splint for inferior anchorage is placed at the beginning of the operation. After Le Fort III osteotomy is completed, RED II system is assembled as described elsewhere. Instead of placing fixation plates over the infraorbital rims, a tunnel is opened in the middle portion of the infraorbital rim through the subciliary incision. Inner opening of the tunnel is placed 5 mm posterior, and the outer opening is placed 5 mm inferior of the infraorbital rim (Fig 1) . A 2-0 surgical steel wire is passed through the tunnel, and using a percutaneous route, it is connected directly to the distraction unit (Fig 2) . After the distraction and retention phases are completed, removal of the RED II is performed in an outpatient From the Hacettepe University, Faculty of Medicine, Department of Plastic and Reconstructive Surgery, Ankara, Turkey.
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RESULTS
T
here was no morbidity related to wiring in any of four patients in this series. All the patients had the planned advancement of the midface segment (Fig 3) . There were no complications of wire breakdown or bony tunnel disruption. The wire traction unit and the intraoral splint remained intact in all patients through the active and retention phases. We had no difficulty in removing the wires from any of the patients. Surgical wires were completely removed without any breakdown or infraorbital rim damage.
DISCUSSION
T he development of the technique of craniofacial distraction represents a significant advancement in the management of craniofacial dysplasias. In the management of craniofacial dysplasias, rigid external distraction with Le Fort III osteotomy provided better forward-positioned midface than the Le Fort III osteotomy alone. 7 During the advancement of the Le Fort III segment, although not everyone believes two levels of fixation are necessary, 10 two levels of anchorage to the moving segment are generally accepted to provide control and to adjust the vectors of distraction. Two traction hooks anchored to an intraoral orthodontic splint provide the inferior anchorage for the advancement. In the initial report of halo distraction of the midfacial osteotomy, a single loop wire was secured to fixation points with a securing miniplate and brought out percutanously. 1 Subsequently, specially designed plates were offered by the manufacturers for the superior level anchorage. These plates have three holes, with three screws for fixation. At the middle hole, a specially designed percutaneous screw, secured to the bone and the plate, exits through skin, and distraction units are connected to this pin with surgical wire. Placement of this plate and screw system is time and energy consuming and increases the cost of the whole system. Most importantly, with these plates and screws, removal of RED II is a more complicated procedure and requires a regular operating room setting and use of general anesthesia. Using the same subciliary incision, reoperation may be difficult and may cause ectropion of the lower eyelid. In our modification, instead of placing two sets of plates and screws, we connected the distraction units directly to the bone using surgical wire. This configuration had its own advantages. The entire system became simpler. The fixation plate and screw system requires two extra screwdrivers, one for the middle screws and one for the others. Using surgical wire, the entire distractor system requires only two screwdrivers instead of four. Direct wiring eliminates the problems that may occur due to fixation plates. Placement and removal time is shorter than the plate and screw system, and surgical wire is more economical than two plates and six screws. Although scarring may be a potential risk at the wire insertion site, it is much less than with use of a percutaneous screw.
We did not have any problems with the wire traction unit, such as wire breakdown or bony tunnel disruption. The wire traction unit remained intact in all patients through the active and retention phases, and it was removed without any difficulty in the clinic setting.
We performed rigid external distraction for the management of severe maxillary hypoplasia in four patients using the RED II system. In this report, we connected the distraction screws to the infraorbital rims using surgical wire. It is a simple and effective configuration that can be easily performed without any complications. 
